While the American political parties often disagree pointedly on a number of key matters of public policy, there is relatively little dispute as to many of the key responsibilities of members of Congress, namely, to represent their constituents' preferences and to protect their public health and safety, the "general welfare" of the citizenry. Voters and their representatives thus engage in a principal-agent relationship wherein voters hold accountable members of the government who are tasked with representing their preferences and interests. This begs the question of what legislators' "best practice" is when the public's views on matters of health and welfare become in tension with the empirical facts on these issues. If our representatives are truly meant to represent, then there may be some normative desirability in responding to public preferences when casting votes in the legislature. But when Congress's dual incentives become dueling, what are the real-world policy consequences of that responsiveness? This is the question that I work to explore in the context of women's health outcomes and responsiveness to pro-life sentiment in the states.
Among the more salient social policy issues in American politics is that of abortion, with Gallup reporting an electorate quite divided between identifying as pro-choice versus pro-life. Since the Supreme Court's landmark decision of Roe v. Wade (1973) , a woman's right to terminate her pregnancy has, within limits, been stablished at the state and federal levels. However, the subsequent landmark case of Planned Parenthood of Southeastern Pennsylvania v. Casey (1992) , while affirming the basic premise of Roe, invited states to take a leadership role in setting abortion policy, conditional upon not imposing an "undue burden." Thus, the Court established the admittedly murky bounds within which abortion would be permitted given the age or health of the woman, the extent of counseling provided, or the stage of the pregnancy, to name a few constraints enacted into law at the state level over the years.
Alongside shifts in public opinion on abortion, many states have witnessed declines in access to abortion clinics in the United States, with the average share of counties without abortion providers increasing from 76% in 2008 to 87% in 2011 according to the Guttmacher Institute (see also Jones and Jerman 2014). Some states have witnessed more dramatic changes, with Nevada moving from 76% to 88% of counties lacking a provider, while other more conservative states (e.g., Mississippi) approached all counties lacking providers. The precise allocation of Planned Parenthood services has been widely debated (Lee 2015) , though what is undisputed is that many services are allotted to non-abortion care, suggesting that changes in access to these clinics would have effects including but extending beyond abortion access.
Indeed, for two-thirds of the 491 counties surveyed by the Guttmacher Institute, Planned Parenthood clinics served at least half of the women receiving their contraceptive care from safety-net health centers, with one-fifth of those counties having Planned Parenthood as the sole source of contraceptive care (Frost & Hasstedt 2015) . Constraints on Planned Parenthood facilities further were tied to an outbreak of Human Immunodeficiency Virus (HIV) in Indiana when clinics' defunding eliminated not just women's health services but Scott County's only HIV testing center (Rutter 2015) , providing some evidence of the broader health ramifications of pro-life policy implementation where other means of access to these services is scarce.
Relying on the number of Planned Parenthood clinics located annually in each state, along with health-related data made public by the Centers for Disease Control and Prevention and the Kaiser Family Foundation, I evaluate here the public health consequences of abortion clinic closures in the states. I focus in particular on the prevalence of sexually transmitted diseases, the teen birth rate, HIV cases, and reliance on emergency room as opposed to on outpatient medical care, from the years 2008 through 2015.
Government Investment in Public Health
It is hardly a secret that despite poor outcomes on many dimensions, 2 the United States invests heavily in its healthcare system. According to the Centers for Medicare and Medicaid Services (CMS), in 2014 the United States healthcare spending increased to $3 trillion, an increase from previous years due to the expansion of healthcare coverage under the Affordable Care Act, and accounting for approximately 17.5% of the American economy. Such immense investments are with the dual incentives of caring for existing sickness of the American population and investing in preventive care aimed at obviating the need for costlier treatment. Pregnancy estimated that the total cost to taxpayers associated with teen childbearing was $9.4 billion in 2010, determined based on a combination of public sector health care costs ($2.1 billion), child welfare costs ($3.1 billion), and costs associated with incarceration ($2 billion), along with other expenses not enumerated. Thus, investing in the prevention of teen pregnancy has additional public health and economic benefits that the government can potentially reap, and I expect there to be a substantial relationship between investment in women's health clinics and subsequent declines in the extent to which we observe teen childbearing. This effect is borne out in Figure 4 , which plots the relationship between the number of Planned Parenthood clinics per capita and the teen birth rate, showing the expected substantial negative relationship between the two at this simple bivariate level.
Finally, the reliance on emergency room care has been cited as a strain on the American healthcare system and a source of high costs, while being associated with homelessness, poverty, victimization, physical and mental illness, substance abuse, and poor access to primary care (Kushel et al 2002) . Reducing emergency room overcrowding can potentially reap great financial reward, yielding shorter hospitalizations and shifting more care to being on an outpatient basis. While Weisz et al (2015) note that expansion of access to care under the Affordable Care Act would likely be inadequate to reduce emergency room overuse, they note that 30% of those whom they sampled had no primary care provider and 29% were unable to schedule a primary care appointment, suggesting that this dearth of access is at least one contributor to this public health problem.
Because of the range of services provided at Planned Parenthood and affiliate clinics, I expect that the changes in the extent of access to abortion clinics over time in the states will be associated with changes in the rates of sexually transmitted diseases, teen births, HIV diagnoses, and reliance on emergency room care. Because the dependent variables are all continuous, I utilize ordinary least squares (OLS) with panel-corrected standard errors (PCSEs). While PCSEs address contemporaneous correlation, they do not address serial correlation, which is common to time series data.
The Data
To assess the presence of autocorrelation, I performed Wooldridge tests with respect to each of the four dependent variables. The significant test statistics that were produced in each case confirms the presence of autocorrelation, and thus I combine the PCSEs with Prais Winsten, which addresses AR(1) serial correlation. Because they are linear models, results can be interpreted directly, with a unit increase in x associated with a β-unit increase in y. Table 1 report the main results. With respect to each of the four outcomes of interest, I observe a powerful and statistically significant association between the number of Planned Parenthood clinics per capita in a given state-year, and the reduction of adverse health outcomes. I find that a unit increase in PP clinics per capita is associated with a 133-unit decline in the STD rate, significant at the .001 level. To put this another way, a standard deviation increase in clinics per capita is associated with a 38-standard deviation decline in the rate of STD diagnoses. I find that a unit increase in PP clinics per capita is also associated with a 4.2-unit decline in the teen birth rate, significant at the .001 level. In other words, a standard deviation increase in the number of clinics per capita is associated with a 1.2-standard deviation decline in the teen birth rate. I find that a standard deviation increase in PP clinics per capita is associated with a 2.8-standard deviation decline in the HIV rate, significant at the .05 level. And I find that a standard deviation increase in PP clinics per capita is associated with a 1.2-standard deviation decline in ER reliance.
Results

Models 1 through 4 of
Also consistent with expectations and the literature on the economic determinants of health, higher rates of poverty appear to be associated with higher rates of STDs and HIV diagnoses, though the effect is not statistically significant with respect to the rates of teen births and reliance on emergency room care. The effect of the percent uninsured, surprisingly, does not reach conventional levels of statistical significance in any of the four models. One possibility is that many who nominally have insurance may be unable to access it due to being underinsured (Commonwealth Fund Biennial Health Insurance Survey of 2014), thus potentially making their health behavior mirror those who are uninsured, though this relationship deserves further inquiry.
Because one may not immediately feel the impact of changes to clinic access, as a robustness check I provide in Table 2 model specifications in which the main independent variable is instead the PP clinics per capita lagged by one year. Here, I find that the results are highly consistent with those presented in Table 1 , with the effect of PP clinics per capita remaining significant and negative with respect to all four outcomes of interest. Here, I find that a standard deviation increase in PP clinics per capita t−1 is associated with a 21.3-standard deviation decline in the STD rate, a 1.4-standard deviation decline in the teen birth rate, a 2.5-standard deviation decline in the HIV rate, and a 1.3-standard deviation decline in ER reliance. Consistent with the effects discussed previously, the poverty rate continues to be positively associated with rates of STD and HIV diagnoses.
Thus, overall the data continue to suggest that the extent of Planned Parenthood clinic access per capita appears to have important health consequences beyond the specific policy domain of abortion. While the battle is waged often in the hotly political terrain of abortion, the health and economic consequences appear to be far wider-ranging.
To be sure, there are limits to the reach of these findings. After all, Planned Parenthood clinics are not randomly distributed, and thus may be located in regions where populations may be more receptive, or where there is a more general community commitment to investing in health care and social programs that could help to contribute to these public health outcomes. 5 Moreover, this study does not track actual Planned Parenthood utilization, and such it does not estimate the effect of service delivery as opposed to access to care. However, it suggests that continued investment in this organization may have important impacts on health, and in turn economic security.
Discussion
When state and federal representatives take office, they are faced with dual, and at times dueling, goals of representing the public's preferences while also protecting the well-being -economic and physical -of those very people. With candidates for elected office seeking to garner the support of voters through a combination of policy and personal appeals, to expect substantive representation by those ultimately elected is altogether reasonable, even normatively desirable.
However, the tradeoffs between substantive representation and promotion of the general welfare in cases of reproductive health are not obvious. How legislators manage this tension can have important and lasting consequences for large swaths of the people whom they work to represent.
The policy issue of abortion is particularly heated, both as a partisan matter and a religious matter, and the reach of reproductive choice is discussed frequently in the context of elections and judicial hearings. While well-meaning people have committed themselves to both sides of this debate, this paper sought to investigate the broader public health consequences of reducing access to women's health clinics, which provide abortions among other services. That the prevalence of clinics allows for abortion access but also appears to powerfully reduce the rates of the costly public health problems of sexually transmitted diseases and teen births, along with reducing the reliance on the costlier emergency room care, creates a normative tension in adjudicating between responding to pro-life sentiment and protecting the public health of the citizenry. The results suggest that it is advantageous to continue investment in women's health clinics, both from public health and economic standpoints, rather than reduce services at the risk of adverse health outcomes. 
